Introduction
Staging and grading is indispensable when analyzing disease severity, therapeutic outcomes, or quality of life in a systematic reproducible fashion. Staging systems mainly focus on the development of a given disease over time. Staging usually includes a dimension of severity and should ideally correspond to therapeutic measures required. Grading systems systematize the information often obtained by assigning numerical values to certain conditions. The numbers generated usually correspond to (sub-)categories in a ranking system, whereby the dimensions of the categories and the intervals separating them are often unequal or even poorly defined. A most important purpose of a staging and grading system is to provide a structure for communication among clinicians and investigators. It provides a framework upon which all those interested can begin to communicate observations and interpretations concerning pathophysiology and mechanisms of disease, disease expression, and response to therapeutic interventions.
Accurate staging and grading is of vital importance in any discipline for adequate diagnosis, differentiation of disease, patient care, and appropriate therapy. This also applies to gastroenterology-hepatology. Currently there is no synopsis of the most relevant staging and grading systems used in our discipline. The authors of this compendium feel that this absence signifies an important unmet need, especially for fellows in training, for the interested clinician in practice, and for the clinician in academia with interest in teaching and education. This compendium is the first attempt to provide a comprehensive summary of relevant staging and grading systems in gastroenterology.
After exhaustive screening of the literature, relevant staging and grading systems were identified and collated into three major domains: generic staging/grading systems, more organ-/ disease-specific systems, and disease-related quality of life instruments. Where appropriate, explanatory comments were added to the grading systems, but our comments are as reserved and objective as possible to enable users to judge for themselves. Illustrations such as sketches, high-quality line drawings, and endoscopy or histology photographs were added to clarify or illustrate certain features. Special care was taken to provide the exact literature references from which the staging/ grading systems were extracted. A uniform, concise way of presentation was attempted throughout the book. It would have been impossible to give in-depth coverage of all possible staging and grading systems ever used within the gastroenterology literature. Therefore some instruments are only mentioned by title or commented upon briefly, but always adequately referenced for reasons of completeness. The interested reader is guided to the full text via the reference list. The authors do realize that omissions are inevitable in a dynamic field such as gastroenterology with new instruments regularly forthcoming. The large amount of material involved and the constant development of new instruments make it impossible to achieve anything like an exhaustive presentation.
The book can be used in different ways, but it is primarily a work of references, available at hands reach. The subject index should provide easy access to a given instrument. Occasionally working through individual chapters to obtain an overview, and then comparing the different instruments, may also be a helpful method.
The authors hope that this synopsis will fill a vacuum in our discipline. Although primarily aimed at fellows in training and professionals in gastroenterology, including gastrointestinal surgeons, pediatricians, and basic researchers, this atlas should also be available for nursing practitioners, research nurses, and representatives of the dedicated biomedical industry. May this mini encyclopedia ultimately enhance interest in gastroenterology-hepatology and transmit a better understanding of disease severity, further optimizing therapeutic strategies for the benefit of the patients we care for. The American Society of Anesthesiologists classification of physical status
Class I
The patient has no organic, physiologic, biochemical, or psychiatric disturbance. The pathologic process for which surgery is to be performed is localized and does not entail a systemic disturbance. Examples: a fit patient with an inguinal hernia, a fibroid uterus in an otherwise healthy woman.
Class II Mild to moderate systemic disturbance caused either by the condition to be treated surgically or by other pathophysiologic processes. Examples: non-or only slightly limiting organic heart disease, mild diabetes, essential hypertension, or anemia. The extremes of age may be included here, even though no discernible systemic disease is present. Extreme obesity and chronic bronchitis may be included in this category.
Class III Severe systemic disturbance or disease from whatever cause, even though it may not be possible to define the degree of disability with finality. Examples: severely limiting organic heart disease, severe diabetes with vascular complications, moderate to severe degrees of pulmonary insufficiency, angina pectoris, or healed myocardial infarction.
Class IV Severe systemic disorders that are already life threatening, not always correctable by operation. Examples: patients with organic heart disease showing marked signs of cardiac insufficiency, persistent angina, or active myocarditis, advanced degrees of pulmonary, hepatic, renal, or endocrine insufficiency.
Class V The moribund patient who has little chance of survival but is submitted to operation in desperation. Examples: the burst abdominal aneurysm with profound shock, major cerebral trauma with rapidly increasing intra-cranial pressure, massive pulmonary embolus. Most of these patients require operation as a resuscitative measure with little if any anesthesia.
Mental Status: The Glasgow Coma Scale (GCS)-Level of Consciousness Aims
The aim here was to design a scoring system for consciousness which is simple, clearly defined, and reliable. 
Comments
In case the patient is intubated, the best verbal response cannot be scored. Instead of a number it should be scored as "tube," i. e. V t . 
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Mental Status: Depth of Sedation Aims
To grade the level of sedation, particularly after i.v. administration of benzodiazepines. 
Scoring of sedation
Mental Status
Comments
Scoring system, commonly used in endoscopy.
Mental Status: Depth of Sedation: Definition of General Anesthesia and Level of SedationAnalgesia by the American Society of Anesthesiologists Aims
To define levels of sedation-analgesia. 
Definition of general anesthesia and level of sedation-analgesia
Minimal sedation (anxiolysis).
A drug-induced state during which patients respond normally to verbal commands. Although cognitive function and coordination may be impaired, ventilatory and cardiovascular functions are unaffected.
Moderate sedation/analgesia (conscious sedation).
A drug-induced depression of consciousness during which patients respond purposefully* to verbal commands, either alone or accompanied by light tactile stimulation. No interventions are required to maintain a patent airway, and spontaneous ventilation is adequate. Cardiovascular function is usually maintained.
Deep sedation/analgesia. A drug-induced depression of consciousness during which patients cannot be easily aroused but respond purposefully* following repeated or painful stimulation. The ability to independently maintain ventilatory function may be impaired. Patients may require assistance in maintaining a patent airway, and spontaneous ventilation may be inadequate. Cardiovascular function is usually maintained.
General anesthesia.
A drug-induced loss of consciousness during which patients are not rousable, even by painful stimulation. The ability to independently maintain ventilatory function is often impaired. Patients often require assistance in maintaining a patent airway, and positive pressure ventilation may be required because of depressed spontaneous ventilation or drug-induced depression of neuromuscular function. Cardiovascular function may be impaired. Because sedation is a continuum, it is not always possible to predict how an individual patient will respond. Hence, practitioners intending to produce a given level of sedation should be able to rescue patients whose level of sedation becomes deeper than initially intended. Individuals administering moderate sedation/analgesia (conscious sedation) should be able to rescue patients who enter a state of deep sedation/analgesia, while those administering deep sedation/analgesia should be able to rescue patients who enter a state of general anesthesia.
Comments
The definitions are given as part of a guideline for sedation and analgesia by nonanesthesiologists.
Mental Status: The Level of Cooperation Aims
To define the level of cooperation. Two scoring systems are shown below. 
Scoring of patient cooperation
Comments
This represents a useful grading of the level of cooperation in patients with propofol sedation.
Mental Status: Neurophysiologic Function Analysis
Further neuropsychological function tests are described below.
The Hopkins Verbal Learning Test-Revised (HVLT-R) assesses verbal learning and memory. In this test, patients listen to a list of 12 words, recalling as much as they can remember after each of three readings. After a 20-minute delay, subjects again recall as much as they can remember, and next perform an auditory recognition task by responding "yes" to words they had been asked to learn, and "no" to distractors (Discrimination score = True-Positive endorsements-False-Positive endorsements). This and similar measures of anterograde memory are particularly sensitive to disruption of the brain's hippocampus and cholinergic basal forebrain, which benzodiazepines disrupt.
The Trail Making Tests (Parts A and B) test visuomotor (psychomotor) scanning speed and mental flexibility. In part A, subjects connect randomly arranged targets on a page in their numerical order as fast as possible. Part B introduces a component of mental flexibility because the circles have both numbers and letters. Subjects must then alternate their connections between numbers and letters. Both parts A and B are sensitive to frontal lobe and subcortical dysfunction.
The Digit Symbol task also measures psychomotor speed and is sensitive to generalized cerebral dysfunction. This test requires subjects to quickly transcribe digits to symbols from a key immediately within view. The Digit Span task assesses working memory and attention span by asking subjects to recall digit strings of increasing length immediately after hearing them. The second part of this test requires subjects to recite the digits in the reverse order they were given.
The Stroop Color Word Test (Part C) reflects divided attention and inhibition of conditioned reflex by requiring patients to quickly identify the ink color (red, green, and blue) in which color names (red, green, and blue) are printed. However, the names are always printed in a color different in meaning from the word (e.g., red printed in green letters). Rapid and successful performance requires selective attention to the color, and suppression of the automatic reflex to read the word (see references below). 
Nutritional Status: The Malnutrition Risk Scale Aims
To develop a malnutrition risk scale that can be used for outpatient screening. Each element scores 1 point if present. A score greater than 3 points predicts a high risk of malnutrition.
The malnutrition risk scale (SCALES)
S
Comments
This score was specially developed for the evaluation of malnourishment in geriatric patients. As no physical examination is included, nonmedical health professionals can use it.
Nutritional Status: Nutritional Index According to Buzby Aims
To provide an objective scale of malnutrition. 
